Two of the patients were operated on six and three-quarters and six and a quarter years ago, and were well. In both of these cases the bowel was brought out through the abdominal wound, and a median colostomy established: in neither case was any attempt made to close the peritoneum of the pelvic floor. The third case was one of squamous carcinoma of the anus with a secondary nodule outside the bowel at about the level of the levator ani, operated on two and a quarter years ago. In this case a perineo-vaginal incision was made, and two small fistulo between the vagina and the skin persisted, but in no way caused the patient inconvenience. Fourteen months later the patient returned with recurrence in the glands of the left groin; these were completely removed, and the patient has so far remained free from any further trouble. The fourth case, operated on one and three-quarter years ago, was shown, as she developed a large perineo-sacral hernia about eighteen months after the operation. The hernia appeared to have come on suddenly after a blow on the back, but it was doubtful if there was any connexion. It caused a dragging pain in the abdomen, but this had been relieved by means of a concave pad fitted to the perineal band of a colostomy belt. In this case the terminal segment only of the coccyx was removed, and the pelvic floor had been sutured, and the uterus laid back and sutured to help the closure.
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DISCUSSION.
Mr. DREw added that, with regard to hernia, he had not seen anything of thelkind before. The question of the closure of the peritoneum of the pelvic floor was important. He quite agreed that it was better to carry this out when possible, but he had found it impossible in some of his cases, and in others the process could only be completed by turning the uterus back and utilizing it to fill the gap. But it did not seem that failure to close the peritoneum had anything to do with the production of the hernia, as in the two earlier cases he had exhibited no attempt was made, and they both had a sound perineum, while in the patient in which the hernia developed he had been more or less successful in closing the peritoneum. MAr. ERNEST MILES described his method of closing the pelvic floor. He, however, advocated removal of the left broad ligament, as being so close to the diseased area.
Mr. LOCKHART MUMMERY said that with regard to the question of closing the pelvic floor, he considered this desirable, not so much for the sake of preventing hernia as for shutting off the peritoneal cavity and consequently diminishing the risk of peritonitis. In women he always used the uterus to close in the gap, and he considered one of the great advantages of this was that the floor of the abdomnen was transferred to the front of the uterus and therefore taken away from the weak area where the stitches were. He thought that if the pelvic floor could not be closed completely and adeauately it was better not to attempt to close it at all. Mr. Mummery congratulated Mr. Drew upon his cases.
The PRESIDENT congratulated Mr. Miles on the success attending his two operations for procidentia and was glad to learn from Mr. Miles and also from the remarks of other speakers who had had cases, that amputation of the prolapsed mass was not such. a fatal proceeding as he had been led to believe. Personally, he had never attempted it, having relied on either sigmoidopexy or rectopexy, combined in some cases with linear cauterization of the mucous membrane. In other cases he had been successful with linear cauterization combined with the injection of quinine, as used by Inglis Parsons in cases of prolapsus uteri. For cases of prolapsus ani-i.e., where only the mucous coat protruded-he had employed Whitehead's operation, an excellent proceeding in these cases; though he was no lover of it for pile cases. He was surprised to hear that Mr. Miles completed his excision by the insertion of four small drainage-tubes into the peritoneal cavity. He should have imagined that that would have been courting disaster, and that the cases would have done even better without drainage.
Mr. GORDON WATSON congratulated Mr. Drew on his results. He would like to point out that it was very much more difficult to secure a good pelvic floor in men than in women after abdomino-perineal excision of the rectum. He had always been able to close the floor in women with the aid of the uterus and broad ligaments. In men, unless considerable care was taken to leave sufficient pelvic peritoneum the result might be either undue tension followed by rupture, or failure to close the pelvic floor. Failure to close the floor or too great tension might result, and on several occasions had resulted, in strangulation of a loop of small intestine. He had himself experienced this in one case, and since then had always taken considerable pains not only to leave a fair amount of peritoneum which could be stripped up off the pelvic wall, but also to sew the edges together with more than one row of sutures, if possible with three rows. Possibly in the female cases in which the pelvic floor was not closed at the time of operation, a spontaneous closure followed through the uterus falling backwards and obliterating the space, but in men the space could only be closed from above by small intestine filling the gap, which should certainly be avoided if possible.
